is a reproduction of the radiograph in a successful case. Excellent function is usually associated with such appearances. If union has not been secured a tolerable functional result may still be obtained. A woman of 43 was still able to ski three years after her osteotomy when the radiographic appearances were as shown in Fig. 3 . The hip hurts but is stable with no Trendelenburg dip. In the presence of severe pain a Girdlestone pseudarthrosis is probably the best treatment.
A relatively frequent occurrence has been penetration of the nail through the head from impaction and absorption at the fracture line. The tip of the nail may enter the hip-joint. We then prefer to shorten the nail rather than remove it completely. One or other operation has been necessary in 8 of the patients. Even when considerable absorption of the neck has occurred union may still be obtained. This is a possible treatment for the "failed nail", the fractured neck of femur that has "fallen to bits" after internal fixation. It is technically easy and not a severe ordeal for the patient. The after-care is simple. Union of the fracture may be expected to follow in over half the cases. If union fails a reasonable palliation may be obtained. In the absence of a universally successful treatment for this condition abduction osteotomy deserves to be more widely known and used.
Arterial Homografts in Injuries of the Extremities By JORG BOHLER, M.D.
Linz, Austria
FREsH traumatic ruptures of an artery endanger the injured limb. Therefore continuity of the vessel should be restored as soon as possible. End-to-end anastomosis is usually possible only after clean-cut trauma. In most cases the artery is torn by a blunt force and the arterial wall is damaged over a considerable length; therefore, after resection, direct suture is not possible because of tension. After traumatic rupture of an artery the results of direct suture are generally not satisfactory and deep-frozen or freeze-dried homografts should be used. We tried direct suture of a torn popliteal artery three times without success. In all 3 cases the site of the anastomosis clotted. Only since we began using arterial grafts have we successfully restored patent vessels and preserved limbs. In cases with extensive damage to the arterial wall, with or without clotting, we feel also that the artery should be resected and a homograft be substituted. We have not tried heteroplastic or alloplastic arterial grafts, because in the extremities the results are not satisfactory.
In addition to shock treatment with sufficient blood transfusions the following points should be observed:
(1) The operation should be performed without delay, if possible within the first eight hours, as after this time the chances for complete recovery diminish rapidly. However, restoration of arterial continuity should still be tried after eight hours because the limb can still be viable due to some collateral circulation.
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(2) During the preparation for the operation arteriograms should be made to decide the exact level of the interruption.
(3) Operative exposure must be sufficient to recover both stumps and to provide ample space for the anastomoses. Flexion creases of joints should not be crossed by the incision at right angles.
(4) The artery must be resected until normal arterial walls are present on both stumps.
(5) In order to avoid additional damage to the circulation, the operation should not be performed under a tourniquet.
(6) During the operation heparin should be injected into the arterial stumps. Postoperatively no anticoagulants should be used because a hmmatoma will form with consequent infection. After infection thrombosis of the anastomosis is almost inevitable.
(7) Suture technique should be exact and as atraumatic as possible. Either silk No. 000000 or a 0-1 mm. plastic thread should be used. The type of suture seems not to be of major importance. Usually two everting mattress sutures and a running stitch are used.
If possible the graft should be of the same calibre as the torn artery; otherwise the major artery should be narrowed by a wedge resection or the lesser artery cut obliquely.
(8) Around the anastomoses there should be no dead spaces in order to avoid haematoma formation.
(9) Strict asepsis and the use of post-operative antibiotics are important.
(10) If there is already ischamia of the limb with swelling of the muscles, extensive fasciotomy should be performed.
(11) Concomitant fractures should be stabilized by osteosynthesis. In the shafts we use intramedullary nails and at the condyles either crossed wires or bolts and screws.
(This presentation was illustrated with an excellent film of arterial grafting in a case with rupture of the popliteal artery after a hyperextension fracture of the tibial plateau.)
